Endotracheal intubation through a laryngeal mask/supraglottic airway
To the Editor: The Laryngeal Mask Airway TM (LMA) is an integral device in the management of the difficult airway.
1 It can be used as a rescue ventilatory device in a "cannot intubate-cannot ventilate" situation; and to provide a conduit to insert an endotracheal tube (ETT) to attain a definitive airway. Once an LMA Classic TM or Unique TM (LMA North America Inc., San Diego, CA, USA) is in position, the insertion and maintenance of an ETT tube may pose several logistic difficulties. First, the size of the ETT is limited by a) the circuit connector which cannot be removed and b) the presence of aperture bars at the ventilatory opening (Table, top) . Second, the length of ETT is limited by the size of the ETT which can pass through the LMA. A 6.0-mm internal diameter ETT of 28-30 cm in length may not be long enough to be optimally positioned in mid trachea, or allow safe removal of the LMA over the ETT.
Turkstra and Pellerin reported a clever strategy to insert an ETT through a size 4 LMA Unique TM in a patient undergoing awake craniotomy.
2 By cutting off the proximal portion of the LMA and the connector, the limitation of the connector and inadequate ETT length were overcome; and they were able to insert a 6.5-mm armoured ETT over a bronchoscope into the trachea.
We wish to mention two alternative strategies to insert an ETT in patients with a supraglottic airway device in situ. First, the Intubating Laryngeal Airway TM (ILA, Mercury Medical, Clearwater, FL, USA) is a new, reusable supraglottic airway with functionality and insertion technique similar to an LMA. 3, 4 This device has a removable circuit connector, no aperture bars at the ventilatory opening, and shorter shaft distances compared to the LMA (Table,  bottom 5 With an LMA or supraglottic airway in situ, an Aintree catheter loaded on a pediatric bronchoscope can be advanced through it under bronchoscopic guidance into the trachea. The bronchoscope and the LMA/supraglottic airway are removed sequentially and an ETT is then "railroaded" over the Aintree catheter into the trachea. 6 In unanticipated cannot intubate-cannot ventilate situations, the priority should be the establishment of ventilation by insertion of an LMA or other supraglottic airway. If effective ventilation cannot be attained, then a surgical infraglottic airway should be inserted. On the other hand, if effective ventilation is established, instead of removing the supraglottic airway and attempting alternative intubating devices, one can insert an ETT or Aintree catheter through the supraglottic device using one of the two strategies stated above. Familiarity with these techniques in routine situations would permit their usage in unanticipated difficult airway situations. It would be of interest to know which Combitube sizes were used for the patients who experienced complications. The authors collected data regarding Combitube size, but did not report the findings. The Combitube is available in two sizes: small adult (SA) Combitube (37 Fr), recommended for patients with a height between 120 to 180 cm, and the large adult Combitube (41 Fr) for patients taller than 180 cm, with an overlap between both sizes. 2 The external diameter of the Combitube 41 Fr is relatively large, and may constitute a potential risk for damage to soft tissue. It has been recommended that the SA Combitube (37 Fr) be used independent of an upper height limit. 3, 4 Due to its smaller size, the SA Combitube (37 Fr) is easier to use, and may be less traumatic to soft tissues.
